Background: A wide range of formal taught and online professional nursing diploma/degree courses are currently available. In addition nursing education is available in most health care settings but it could be difficult to participate in such training events due to time and service constraints. Populations are ageing worldwide and older people usually have multiple chronic and disabling diseases, which will bring new challenges to healthcare systems. An increasing number of older people are currently being admitted to the acute hospitals and more than two-third is older than 65 years. This requires specialized medical knowledge and enhanced understanding of the ageing process and its associated complications.
Introduction
Populations throughout the world are ageing, with the oldest old being the most rapidly growing segment of society [1] . By 2050, 2 billion people worldwide will be aged above 60 years; 80% of them living in developing countries [2] . It is challenging for healthcare systems to care for this ageing population, some of whom have multiple chronic and disabling diseases. Older people presenting to hospitals with acute illness tend to have further complications including delirium, malnutrition, incontinence, or pressure sores. Instability (falls), immobility, incontinence, and intellectual impairment (dementia) have collectively been labelled as "geriatric giants" to highlight the major illnesses associated with ageing [3, 4] . Nurses are currently caring for more adults aged over 65 years than any other patient population. Caring for older people requires specific knowledge and training to manage both acute and chronic problems in older people [5] . The aim of this review is to discuss the training and professional development of nurses and healthcare support workers (HCSWs) and how this may enhance the care of the acutely ill older person.
Method
A MEDLINE review via PubMed was conducted using search items including nurses training, falls, dementia, delirium, pain, continence, hospitals, acute illness and older people. Specialist websites including Nursing Times and Royal College of Nursing were also searched to complete this review article. The only filters used were English language review articles and research papers.
The Importance of Education in Nursing
The healthcare needs of older people require a multidisciplinary team (MDT) approach where all team members have knowledge of the ageing process. Specific skills are needed in the assessment and management of chronic illness in older people. Team members should have the ability to practice in an interdisciplinary environment to deliver appropriate care for older people, particularly those who are frail or at risk of adverse clinical events.
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Nurses are the key members of the multidisciplinary team (MDT) and often the first point of contact for the patient and families. Education helps nursing staff to keep up-to-date and continue to develop professionally and, therefore, deliver best practice care. In addition, current training programmes are generating relatively low numbers of geriatricians, largely because students and residents lack interest in a career in geriatric medicine. The current number of specialists in geriatric medicine is insufficient to meet the healthcare needs for the increasing number of older people in acute hospitals [6] . This can compromise the quality of care and increases the risk of harm for all older people. No single healthcare professional could possibly master the broad range of knowledge and skills needed to provide high-quality care for older adults [7] . There is a responsibility to ensure that successful practices and essential skills are shared among all professional involved in the care of older people, although the general tendency is to train doctors [6] . An understanding of the key principles and practices of geriatric medicine is essential for the nurses and HCSWs/healthcare assistants (HCAs) as well as medical students.
Key Areas for Training
Formal curricula for the training of nurses and HCSWs in geriatrics are needed to prepare health professionals from other non-physician disciplines to achieve effective interdisciplinary team working. Existing models of training such as the Geriatric Interdisciplinary Team Training (GITT) model [8] showed that, when advanced practice nurses, medical residents, and social workers are educated together in geriatric teams, there is an improvement in attitudes towards teams and team skills [8] .
The key aspects covered in this review include the most commonly encountered clinical scenarios in older people, including geriatric giants, and opportunities to achieve competence and skills in these clinical areas. The continued learning in key areas such as falls, incontinence, dementia, delirium, pain and nutrition is discussed to support learning experiences of nursing staff.
Most Common Clinical Scenarios Falls
Falls are common at all ages, particularly in the elderly and are the second commonest cause of unintentional injury and death worldwide. A fall is an unexpected event in which the participant comes to rest on the ground, floor or lower level with no associated loss of consciousness [9] . The occurrence of falls increases progressively with age, from 35% in older adults (>65 years) [10] to 45% in adults over the age of 80 [11] .
Harmful falls in older people result in loss of independence, socioeconomic burden to families, and increased costs to the healthcare system. The psychological burden of falls is not only related to the fear of falling or loss of confidence, but it also impacts on the physical well-being of a person.
Although most falls do not result in serious injury but annually approximately 5% of older people living in the community who fall experience a fracture or need hospitalisation [12] . Approximately 1% of falls in older people results in a hip fracture [13] . Nearly one-tenth of those with a hip fracture will die within a month, and a third will die within a year [14] . Half of a hip fracture survivors fail to regain their previous level of independence and another half need long-term institutional care [15] . Thus, falls and fragility fractures in older people remain a significant public health concern, particularly important as the proportion of elderly people worldwide is ever increasing.
Falls assessment and care plan:
Older people who present with a fall, report a history of recurrent falls in the past year, or who demonstrate abnormalities of gait and/or balance should undergo a detailed but targeted evaluation for risk factors. Common falls risk factors include leg muscle weakness, balance problems, postural hypotension (defined as a drop in blood pressure -systolic by 30mm or diastolic by 10 mm after standing for 3 minutes), sensory impairment (e.g. deafness or blindness), acute confusion (delirium), medical illness (e.g. urinary tract infection), incontinence (e.g. urgency), polypharmacy or memory problems (dementia).
Nurses and HCSW are usually the first point of contact on admission to hospital and falls screening on admission could be another milestone towards improved quality of care and patient safety. Nursing teams are encouraged to record the risk factors leading to fall and a formulate care plan with the MDT members. The care plan should incorporate appropriate footwear, regular toileting and ensuring mobility aids/calls bells are in close proximity [16] .
Bed rest in the hospital may result in loss of muscle strength of up to 11-12% per week [17] . In other words, each extra day in bed in older adults in the hospital can lead to approximately 1% loss of muscle strength. Consequently, older people should be encouraged to mobilise to minimise the risk of inpatient falls. Patients who are confused or have memory problems should be re-oriented and sedation should be avoided. Nurses should be supported to withhold antihypertensives including nitrates (e.g. isosorbide mononitrate), Calcium channel blockers (e.g. amlodipine) followed by diuretics (e.g. furosemide) in this order if postural blood pressure drop is noted on admission. If there is concern about any medications or if nursing staff feel a drug is inappropriately prescribed, this should be raised to the pharmacist or doctor.
Incontinence
Incontinence is defined as loss of control or inability to contain or retain the natural evacuation of urine or faeces. The prevalence of urinary incontinence (UI) depends on the age and gender. For older women the estimated prevalence of UI ranges from 17 to 55%, in comparison, prevalence for older men ranges from 11 to 34% [18] . There is a strong association of faecal incontinence (FI) with age. FI increases from 2.6% in 20 to 29 year olds up to 15.3% in 70 years or above [19] . Incontinence is not only a burden for older people but also for the caregiver and is associated with fear of odour, social isolation, depression and falls. Incontinence is one of the potential complications of acute illness or hospitalization in older people. Incontinence is a serious issue as it not result in poorer quality of life or sexual dysfunction [20] but also associated with adverse outcomes including pressure sores, long-term increased dependency, institutionalization and death.
Continence assessment and care plan: Lower urinary tract symptoms (LUTS) are the name given to a group of symptoms including storage, voiding and post-micturition symptoms affecting the lower urinary tract [21] . Storage or filling symptoms includes frequency, urgency, dysuria, nocturia, stress incontinence, urge incontinence. Obstructive or voiding problems comprise of hesitancy, weak or poor urinary stream, or overflow incontinence. The postmicturition symptoms present as incomplete emptying often in women or post-void or terminal dribbling, often in men.
The two most important predictors of incontinence in the hospital setting are the severity of cognitive dysfunction and the degree of immobility [22] . Continence problems can be secondary to urinary tract infections, medications (e.g. diuretics or sedatives), arthritic pain, inappropriate clothing or dexterity. Lack of a healthy balanced diet or hydration can lead to constipation or FI. Patients with advanced dementia usually encounter UI initially; followed by FI [23] . They have difficulty in expressing their needs to use the toilet, identifying the bathroom and its appropriate use.
Continence assessment is an essential part of person-centred care plan where care should be equally centred on the cognitive deficits, physical abilities, functional capabilities and its psychological impact [23] . Treatment should begin with non-pharmacological therapy. The most important and initial step in the management of continence is directed at ameliorating the predisposing causes with the ultimate goals of maintaining independence, dignity and self-esteem of the person. Promoting regular toileting, easy accessibility to toilet and use of walking aids can reduce elimination problems [24] . Use ISSN: 2469-5823 of appropriate continence pads or containment methods should be ensured to avoid skin breakdown or incontinence associated dermatitis.
There is evidence for other measures such as reduced fluid/ caffeine intake in the evenings, which may reduce nocturnal incontinence. Bladder training exercises can help strengthen the pelvic floor muscles. Tightening the muscles that control urine flow by holding for a count of 10 when urinating could help with both UI and FI [25] . The general advice is to do 10 repetitions, 3 times a day.
Medical teams often disregard continence issues and leave it to nurses to address. The nursing staff should be encouraged to raise this with all members of the MDT. Drug review, assessments of urinary tract infections, constipation or an enlarged prostate; all contribute to a broad appraisal of continence issues. Drugs are available for overactive bladder but need very careful prescribing after formal assessment [26] .
Dementia
Dementia is a syndrome of a chronic and progressive nature in which there is a disturbance of multiple domains of brain functioning [23] . These impairments may include memory loss, mood changes, learning capacity, calculation, language, judgement or problems with communicating and reasoning. Dementia is best described, regardless of the underlying cause, as cognitive deficits having impact on activities of daily living (ADLs) or social interaction, often associated with behavioural and psychological symptoms of dementia (BPSD) [23] .
Dementia is much more common in hospitalized patients and 42.4% of acute medical admissions of those aged over 70 years have been reported to have dementia, only half of whom were diagnosed prior to admission [27] . Older people with cognitive impairment are also more likely to die during hospitalization, and increasing severity of cognitive impairment is associated with higher mortality [28] .
Mild dementia may not present with obvious functional impairments and cognitive deficits can be hidden by carer support. However, it is not uncommon to see older people with worsening dementia presenting to healthcare services with 'inability to cope' or 'social admission', due to increasing functional dependence after the death of a spouse [23] .
Dementia assessment and care plan: The diagnosis of dementia relies on accurate history taking, in conjunction with a relative or carer. The impact of cognitive impairment should be demonstrated to affect ADLs.
The poor performance or low scores on formal cognitive screening e.g. mini-mental state examination (MMSE) in the absence of functional disability is not sufficient to diagnose dementia. The ADLs initially affected are complex or instrumental ADLs, like shopping, handling finances, driving, cooking, or using the telephone, followed by basic ADL including bathing, dressing, toileting, transfer, continence or feeding [23] .
Nursing colleagues are encouraged to screen all emergency admissions for cognitive deficits with abbreviated mental tests (AMT). AMT is a simple test to perform and score. It has been very widely used by all levels of healthcare professional in the hospital setting. A further interview with the relative or carer is recommended if AMT score is 7 or less.
Nurses are more likely to observe early signs of the person's abilities or cognition during their direct observation. The clues that may raise concerns for underlying cognitive impairment include: "I m worried about my memory", relatives talking, confabulation, repetitive talk or use of wrong words. The sharing of such information with the MDT will not only improve dementia care but also favour the early diagnoses of dementia.
Dementia is associated with impaired mobility and is an independent risk factor for falling [29] . People with dementia are 2-3 times more likely to fall [13] therefore falls risk factors should be addressed. The people with dementia benefit from integrated assessment for oral and dental hygiene; skin problems; elimination and toileting needs; vision and hearing; pain; nutrition and psychological needs [23] . The agitation in people with dementia can be managed by simple measures like pain control, adequate hydration, orientation or good sleep hygiene.
Delirium
Delirium is as an acute confusional state and can be commonly superimposed on pre-existing dementia. Delirium in the hospital is usually secondary to underlying medical illnesses including infection, pain, dehydration, acute coronary syndrome, bowel ischaemia, constipation, hypoxia or polypharmacy. Delirium is more common in persons with pre-existing dementia and if not recognised, can result in poor outcomes including death [30] .
Delirium assessment and care plan: The Confusion Assessment Method (CAM) is commonly used tool to screen delirium. CAM supports a diagnosis of delirium if there is history of acute onset of confusion with fluctuating course and inattention in presence of either disorganized thinking and/or altered level of consciousness [31] . Delirium can be hyperactive, hypoactive or mixed. Collateral history from the family member or carers is helpful to detect a recent change in cognition.
Pain
Nurses and HCSWs are used to recording four vitals: blood pressure, temperature, respiratory rate and pulse. Pain is common in older people, and could be due to several reasons, most common being osteoarthritis. Therefore, pain should be treated as the fifth vital sign in older people and an accurate assessment of pain is essential to provide good nursing and medical care. Nurses play a pivotal role in the assessment of pain, owing to the nature of their relationship with patients.
Pain assessment and care plan: Pain assessment can be challenging in acutely unwell older people particularly in the presence of cognitive impairment or associated acute confusion [23] . It involves holistic evaluation of the person on the first presentation of pain and then following up with regular pain assessment. Pain assessment should include the site of pain, type, precipitating factors and impact of pain on the individual. There are several pain scales available, visual analogue scale (0 to 10) and the numerical rating scales (0 to 10) are the most useful [32] . Older people with cognitive impairment who cannot verbally communicate, observation or collateral history from caregiver or change in person's behaviour often helps in the evaluation of the severity of pain. Nursing staff may notice skin bruise or infection, constipation, reduced range of joint movement, vertebral tenderness or a recent injury and this should be escalated to the medical team for detailed physical assessment.
Nutrition
Poor nutrition is one of the major health problem faced by the care of the elderly teams. Nutrition is often overlooked in favour of other aspects of care in the acute hospitals. There can be a loss of taste, appetite and smell with acute illness making it more challenging to maintain good nutrition. Older people with cognitive impairment cannot always communicate their needs. The national UK dementia audit report in 2013 showed disappointing results overall and a lack of attention to basic care needs [33] . Nutritional assessments were undertaken in fewer than 10% of patients in some hospitals [33] .
Nutritional assessment and care plan: The nutritional assessment should start with estimating the degree of malnutrition (weight loss or change of fit in clothing), dietary intake and habits. The nutrition history should explore the type, quantity, and frequency of food eaten. The risk factors that leads to poor nutrition includes dry mouth, poor oral hygiene, presence of any behavioral problems, constipation, pain or simply needs for assistance during meal time due to arthritis, reduced vision or tremors. In older people with dementia, understanding of their feeding skills could play an important role in maintaining nutrition and wellbeing. Regular nutritional assessments using Malnutrition Universal Screening Tool (MUST) can be helpful to identify those who are malnourished or at risk of malnutrition [34] . It is a five-step screening tool and has been validated to be used both in hospitals and community by all health care workers.
Simple things like offering familiar, well-liked food, different seasoning, protected meal times, involvement of friends and relatives, bright colourful plates/napkins/mats often stimulate appetite and make meal time more enjoyable for older people. The person with dementia may simply forget to eat or drink, therefore, needs regular prompting or assistance at mealtimes. Better interaction between the nurse or carer providing assistance and person with dementia is associated with a better dietary intake [35] . The other members of the MDT, like Speech and Language therapist, Dietician and Psychologist should be involved, depending on the needs of the patients.
Opportunities to Achieve Clinical Competence Training and development
Regular nursing training is essential in achieving an excellent quality of care for older people. However, it could be challenging for most nursing staff to complete academic programmes such as a certificate or diploma in geriatrics or gerontology. Regular nursing education showed a significant reduction in stress from their routine workload in managing complex and frail older people [5] . Regular support and extra training opportunities for nurses and HCSW could also enhance their knowledge and confidence [36] . Most acute hospitals have regular medical unit meeting and nurses are encouraged to participate actively in such clinical meetings. In addition, senior nurse managers should motivate nurses/HCSW to teach other multidisciplinary members including doctors and collate feedback.
Case-based discussion
A case-based discussion (CBD) is principally a workplace based assessment tool which tests reasoning, generates prompts for discussion and management decisions. CBD could be used by the nursing staff to improve understanding on the normal physiological changes of ageing, associated co-morbidity burden and impact of acute illness and treatment. CBD should be structured to define the key issue and associated challenges. The facilitator encourages discussion of available information and explores advantages and disadvantages of the options considered. The facilitator helps to consider implications of the decisions made in a justified manner. CBD should be recorded and nurses should use such an opportunity to formulate a personal developmental plan.
Apprenticeship
Apprenticeship can be used to gain new skills and build careers. Most of the training is done whilst working in a clinical area, establishing a good foundation for good practice and achieving measurable competencies. Specialist nurses have added values to the health care system by extra training in various specialities like palliative care, stroke, Parkinson's disease etc.
Secondment
Nurses or experienced HCSWs could consider an "allocated period of time" to gain new experience and skills [37] . For example, staff member working in a care of the elderly ward may consider gaining experience on use of restraints and application of mental health and capacity legislation in practice and thus consider secondment in an older person mental health unit. Following secondment, sharing new skills and experience will improve values and beliefs which ultimately lead to actions and thus improved outcome.
National health service knowledge and skills framework
The National Health Service Knowledge and Skills Framework (NHS KSF) defines and describes the knowledge and skills that NHS staff need to apply in their work in order to deliver high-quality services. The purpose of the NHS KSF is to support effective learning and development of teams. It also aims to support the development of individuals in the post they are employed in so that they can be effective at work and deliver good quality patient care. This includes an annual system of appraisal known as the Personal Appraisal Development Review (PADR) and applies to all staff covered by Agenda for Change contracts. There is clear evidence to show that where individuals and teams are undertaking effective PADRs and appraisal is undertaken against clear objectives, effectiveness and efficiency improves [38] .
Education and Development
The current employer may also support a pre-registration programme at the university. It is recommended to explore various work-based learning opportunities which a health board is able to fund course fees for access to higher education for nursing and healthcare professionals.
Quality improvement project
Initiating and participating in quality improvement (QI) projects could help nursing staff to learn, develop and embed new skills. QI projects could achieve measurable changes and make a real difference to patients' experience in the hospitals and improve patient care. They also lead to greater patient safety and reduced cost.
Nurses should be encouraged to identify a specific aspect of clinical practice that could be done better and work as a group to plan, implement and evaluate chosen quality improvement intervention.
Use a simple but systematic approach to define what you want to accomplish, changes to be made and measurements to ensure change has led to an improvement. This may then be tested on a small scale using Plan-Do-Study-Act (PDSA) cycles [39] . Once you know what works, share your findings to make it sustainable and deliver over long terms more widely.
Participation in QI projects not only helps to acquire new skills but is also rewarding, boosts CV and enhances management skills.
Critical incident reporting
A patient safety incident is any unintended or unexpected incident which could have or did lead to harm for one or more patients receiving NHS care. The National Patient Safety Agency (NPSA) encourages reporting of all patient safety incidents including that you have been involved in; you may have witnessed; caused no harm or minimal harm; caused a more serious outcome or prevented patient safety incidents (known as 'near misses') [40] .
Reporting a clinical incident not only improves patient safety and but also create an opportunity for enhanced learning process into the causation of the incident and implementation of systemic changes which could prevent it from recurring.
Champions
Savings can be made by looking into an opportunity in 95% things rather than 5% gaps. Leadership is a skill to motivate a group of people and mapping out where one needs to go to accomplish a common goal. For example, to develop dementia champion role, one needs to be confident, show commitment and engagement with the team. Nursing staff have a range of qualities including team working, good communication skills and ability to delegate. Nursing staff could be mentored by senior medical consultants or ward managers to further develop leadership skills to become champions.
Implication and Recommendation for The Future
Continued training of Health and Social care staff could enhance the quality of care, ensure patient safety and meet the individual needs of older people. The evaluation of such teaching programs could also identify other training areas to deliver safe, holistic, high-quality and dignified care to this growing and vulnerable population.
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The implementation of nurses training could be evaluated by examining adverse clinical incidents like reduction of inpatient falls and consequent injuries. Further research by measuring the impact of nursing training on clinical outcomes including mortality, length of hospital stay, place of discharge or quality of life is recommended. The evaluation of such teaching programmes to measure staff benefit: impact on confidence, competence or work related stress using validated tool is also recommended.
Strength and Weakness
This review article has certain strengths. It covers practical examples to implement training to improve quality of care for older people and to meet current service needs. The evaluation of such continued nursing teaching and areas for future research are discussed. Weaknesses of this article are also acknowledged. It is not a systematic review of nursing training programmes and does not meet the learning needs of most specialist nurses.
Conclusion
Healthcare needs of older people require a multidisciplinary team approach in which team members should have the knowledge about the ageing process and associated complications. Therefore, there is a need not only to implement training programs to generate more geriatricians but also to expand training programs for nurses, healthcare support workers and therapists. Such enhanced training and continuous professional development for nursing staff will develop a lifelong learning process and deep foundation for the good practice of nursing.
Summary Points


Older people usually have multiple chronic and disabling diseases, which will bring new challenges to healthcare systems.
 Specialized medical knowledge and enhanced understanding of the ageing process and its associated complications is needed
Continued learning in key areas needed in the routine care of older people such as falls, incontinence, dementia, delirium, pain and nutrition could improve quality of care.
Opportunities to achieve clinical competence include secondment, case based discussion, quality improvement projects or clinical incident reporting.
The implementation of nurses training could be evaluated by examining reduction of adverse clinical incidents or measuring impact on confidence, competence or work related stress using validated tool.
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